Abstract Introduction Common health problems such as pain, depression and fatigue have a high impact on daily life, work and healthcare utilization. This study aimed to investigate the prevalence of these complaints in a UK community setting and to establish whether psychosocial risk factors, or 'yellow flags', moderate their impact on daily life and work. Methods 580 women and 420 men participated in a cross-sectional survey in the UK in 2007. 467 (57.2%) of the 816 working age adults in this sample reported complaints over the last month and were included in the moderator multivariate analysis. Results Women and the not employed group reported a higher number and greater extent (frequency 9 severity) of complaints. Statistically significant models emerged for interference with daily life (F 9,457 = 36.54, P \ 0.001, adjusted R 2 = 0.407) and time off work (F 4,462 = 31.22, P \ 0.001, adjusted Conclusions Common health problems and yellow flags can be briefly and simply assessed. A broader approach is needed in managing these complaints in community and work contexts, moving beyond reducing complaint severity. Interventions need to acknowledge and address people's beliefs and affective responses to complaints, as well as wider socio-economic issues.
Introduction
Common health problems such as pain, fatigue, anxiety, and depressed mood have a high prevalence in the general population and are typically mild and self-limiting [1] [2] [3] [4] [5] [6] . However, they can become chronic and distressing complaints. They are often cited as reasons for seeking medical advice, sickness absence, and long-term incapacity for work [7] [8] [9] [10] . Long-term worklessness poses a serious risk to physical and mental health, while returning to work can improve recovery for people with common health problems [11] . Therefore, managing these complaints effectively is an important clinical, social and economic issue. The majority of people with common health problems do not demonstrate an identifiable pathological basis which would account for the array and severity of the subjective complaints they report [10] . Why, then, do some people not recover from common health problems as expected?
In the context of musculoskeletal pain, a number of risk factors for disability have been identified, often referred to as 'flags'. Red flags are signs of serious pathology, while yellow flags refer to psychosocial risk factors, including maladaptive beliefs, avoidant and emotional coping, fear, and catastrophizing [12, 13] . Yellow flags relate primarily to the 'threat value' of symptoms in terms of their potential consequences for physical and psychosocial well-being, along with negative evaluations of ability to cope with symptoms. According to the fear-avoidance model of chronic pain [14] , if pain is not viewed as threatening, people are likely to continue with their usual activities, which facilitates recovery. However, if catastrophic interpretations are made, a vicious circle of fear, hyper-vigilance and avoidance can ensue. The association between fear, avoidance, catastrophizing and disability in the context of musculoskeletal pain is well established [15] . There is some evidence that catastrophizing also influences responses to sleep problems, fatigue and negative affect [16] [17] [18] . At the opposite end of the spectrum, acceptance and adjustment are important aspects of managing chronic or recurrent health problems for which there is no medical solution or 'cure' [19] [20] [21] .
Causal attributions form part of the complex representations that people develop around somatic sensations, thereby contributing to their threat value [22] . In clinical populations, beliefs that symptoms are caused by physical harm can lead to more frequent healthcare usage and impede recovery [22] [23] [24] [25] . However, less is known about casual attributions for common health problems in the general population and how these relate to functioning.
Common health problems have a high impact on functioning on a population level, particularly when capacity for work is taken into account. Research in clinical populations, such as those with somatization and chronic functional disorders, represent the most severe and disabling common health problems [6] . However, this is likely to be the tip of the iceberg; these complaints have a very high prevalence in the community [1, 4, 6] . An association between an increasing number of symptoms and poorer physical, emotional and social well-being was found in a community survey in the Netherlands [6] . It was suggested that this could be due to a process of somatisation in people with multiple symptoms; that is to say, a generalized hyper-vigilance to somatic information and a tendency to assign a high threat value to symptoms [6] . However, this was not directly investigated.
The aim of the present study was to gain a better understanding of how common health problems impact on functioning in a non-institutionalised working age sample. The following research questions were investigated:
1. what is the prevalence of common health problems in a UK community sample and how does this relate to demographics and general health and well-being? 2. are common health problems, yellow flags, and causal attributions independently associated with functioning? 3. do yellow flags moderate the association between common health problems and functioning (i.e. the alter the strength and/or direction of the relationship)?
Method

Participants and Sampling
In the first part of this study, 1,000 people were surveyed to establish the prevalence of common health problems in a UK community setting and to establish how complaints reported related to demographics and general health and well-being. The second part of the study focused on the impact of common health problems on daily life and work in the working age adults (n = 816, aged 18-65 years). 467 (57.2%) of these reported at least one common health problem over the last month and were included in the multivariate regression models. Demographic characteristics of the initial 1,000 people surveyed and the 467 people included in the regression analysis are provided in Table 2 . A quota sampling method was employed in this study to gain a sample representative of the UK general population. The interviews began with a set of screening questions for the purpose of quota sampling, including age (bands 16-29, 30-44, 45-59, 60?), gender, and employment status (employed vs. employed). Broad quotas were set based on UK population norms (based on Office of National Statistics data) and are reflected in the demographics shown in Table 2 . Although probability sampling methods are typically preferred in social research, as with all sampling methods, they can be prone to systematic response biases. Men, younger people and those in lower socio-economic groups or occupations may be under-represented [1, 6, 26, 27] . For the postal survey conducted during development of the questionnaire, a probability sampling method was used based on the electoral register, which confirmed that these social groups were underrepresented. Therefore, having balanced the advantages and disadvantages of different sampling methods, we elected to use a purposive quota sampling method to ensure that the key demographic groups of interest would be adequately represented.
Procedure
Face-to-face on-street interviews were carried out in major cities in the UK in 2007. Interviews are generally considered to be less prone to response bias than postal questionnaires and can improve the quality and completeness of data [28] . Data collection was carried out by a market research company (MRUK) in a stand-alone survey using trained interviewers.
Measures
The Cardiff Health Experiences Survey (CHES) was systematically developed as a brief multi-dimensional assessment of common health problems. The final questionnaire used in the interviews in this study contained no specific reference to medical terms such as 'symptoms', 'illness', 'disability' in an attempt to assess the experiences that are considered part of daily life, as well as those perceived to be signs or symptoms. Participants with multiple complaints were asked to focus on the problem that bothered them most.
Development of CHES
A staged approach was used in developing the survey. This began with qualitative focus group research (n = 79) to explore the type of common health problems people reported in a community setting and what beliefs they held about them [29] . Based on the qualitative work and literature review, the original survey was designed. A cognitive debriefing pilot study (n = 16) was carried out to discover more about how people interpreted and responded to the items and to identify any problem areas. The questionnaire was then refined and a postal survey was carried out to pilot the questionnaire (n = 187). The quality of the data captured was found to be good, and any problem items were revised. The development and piloting process also informed the sampling and data collection procedures used in the current study.
The key measure used in the current study was a common health problems inventory, described in more detail below. This was based on the Ursin Health Inventory (UHI) [30] , developed in Scandinavia, which has been widely used in community based studies and has been shown to be associated with both general health and occupational factors [1, 31] . As we were interested in people's interpretations of their common health problems, any pre-labelled syndromes and illnesses (e.g. migraine) on the UHI were removed, so that the inventory only included individual complaints. Participants were later asked what they thought had caused these complaints and how they affected them. Upper respiratory tract and skin problems were added to the inventory, as these are common complaints that can impact on daily life and work. The inventory initially developed and piloted consisted of 33 items. Item reduction was carried out on the basis of Principal Components Analysis (using Varimax Rotation and Kaiser normalisation), so that items that were highly inter-correlated could be removed. As the study focussed on common problems, items with a prevalence rate of\10% were also eliminated, resulting in the final list of 14 complaints used in the current study. While the UHI has been used in a number of studies, the effect of modifying the inventory was unknown. To provide further information on the properties of this inventory, associations with demographics and general health and well-being were investigated during analysis to establish whether these were consistent with previous research.
Assessment of Common Health Problems
Common health problems over the last month were assessed using an inventory of 14 items; headache, neck pain, feeling sad or low, back pain, breathlessness, skin problems, chest pain, sleep problems, pain in other joints (i.e. apart from neck or back), feeling worried or anxious, stomach or abdominal pain, tired or lacking in energy, bowel problems, and cough, sore throat or runny/blocked nose.
Severity (1 mild, 2 moderate or 3 severe) and frequency (1 occasionally, 2 often, 3 all the time) of complaints were rated on three-point Likert scales. Following Eriksen et al. [1] a score between 1 and 9 was generated to indicate the 'extent' of each complaint (severity*frequency), as these items are highly correlated.
Cronbach's alpha for the 14 item common health problems inventory was 0.649, is approaching the 0.7 level generally considered acceptable. The presentation of these complaints is complex; those reported on the inventory include individual acute and chronic complaints, as well as syndromes where various symptoms cluster together. Having one specific individual complaint will not necessarily predict the presence of another. There was a theoretical rationale for using the total number of complaints in the current study; the presence of multiple complaints has been previously been demonstrated to be associated with general health and well-being, and it has been suggested that report of multiple complaints may be indicative of a somatisation process [6] .
Yellow Flags
Yellow flags were assessed using a brief and simple checklist. These items were derived primarily from constructs described in the chronic pain literature which have been shown to be important influences on disability and work capacity, including catastrophisation [32] , fear and avoidance [33] , vigilance and awareness [34] , and acceptance [35] . Participants were asked whether they agreed or disagreed with the following statements. Theoretical concepts to which statements relate and items where scoring was reversed are shown in brackets.
1. I was worried about it (worry) 2. It's just part of normal life (normalisation, score reversed) 3. I couldn't stop thinking about it (attention/awareness) 4. I have just got used to it (habituation, score reversed) 5. I thought it might be something serious (fear) 6. My family (or partner) were worried about it (social component) 7. I avoided activities or situations that might make it worse (avoidance) 8. I knew it would get better over time (positive expectation, score reversed) 9. I felt I could control it (perceived control, score reversed)
These items were derived from well established and widely used measures and constructs, but the properties of these items in the present combination is unknown. Yellow flags scores were summed (scores for items 2, 4, 8 and 9 reversed), providing a total score ranging from 0 to 9 (Cronbach's a = 0.781). Associations between individual items as well as the total number of yellow flags and common health problems and disability were investigated during analysis.
Causal Attributions
Perceived causes of complaints were provided via open response in order to avoid leading or pre-labelling responses. Responses were recorded verbatim. These were categorised as 'biomedical', 'psychological' or 'normal life' attributions. This was an adaptation of the 'psychological', 'somatic' and 'normalising' attributions described by Robbins and Kirmayer [23] , which have been found to be associated with psychiatric history and seeking medical help. Furthermore, biomedical attributions were of interest, as beliefs that symptoms indicate physical harm may increase their threat value [22] . The qualitative responses were coded independently by two raters using the framework provided in Table 1 . Kappa coefficients were calculated to assess inter-rater reliability while taking into account the level of agreement that would be expected by chance. The Kappa coefficients indicated a high level of agreement for biomedical causes (Kappa = 0.865, P \ 0.001), normal life causes (Kappa = 0.866, P \ 0.001) and psychological causes (Kappa = 0.879, P \ 0.001).
Demographics
Data was gathered on age, gender, employment status, marital status, education and ethnicity. Socio-economic status (SES) was assessed using the National Statistics Socio-economic Classification (NS-SEC) system based on current or previous occupation [36] . This is a standardised and widely used system in the UK. However, one disadvantage of the NS-SEC system is that certain groups (e.g. students, never worked) cannot be classified. To avoid undue loss of power in the multivariate analysis, missing data for socio-economic status (n = 60, 12.2%) were replaced with the sample mean.
General Health and Well-Being
These items were included to assist with the validation of the common health problems inventory by examining associations with subjective general health and well-being. Four items were included, each of which was rated on a five-point Likert scale; general health (derived from the SF-36) rated from 1 (poor) to 5 (excellent), general anxiety and anxiety about health relative to other people rated from 1 (a lot more so) to 5 (a lot less so) and happiness rated from 1 (very unhappy) to 5 (very happy).
Outcome Measures
Interference with Daily Life
Interference of complaints with usual daily activities, enjoyment of life and relationships with others were rated on three-point scales (1-not at all, 2-somewhat, 3-completely). The three items were highly inter-correlated (Cronbach's a = 0.84). Principal Components Analysis revealed they loaded onto a single component with an Eigenvalue [ 1, which accounted for 75.9% of the variance. Therefore, scores were summed to provide a single 'interference with daily life' score. 
Time Off Work
Participants were asked whether they had needed to take time off work due to their common health problems. Time off work was rated 1-no, 2-I needed the odd day, 3-I needed a lot of time off work, 4-I have been unable to go to work for a long time because of this, 5-not employed.
Statistical Analysis
Statistical analyses were carried out using SPSS v14. Pearson's r correlations co-efficients were calculated to establish whether the number and average extent of common health problems reported using the inventory were associated with the general health and well-being items.
Stepwise multivariate linear regression analysis was carried out for the total number and average extent of common health problems reported to establish whether the demographic variables (age, gender, employment status and socio-economic status) were associated with report of common health problems.
Stepwise multivariate linear regression was used to investigate the relationship between common health problems and yellow flags and interference with daily life and work. Variables were centred around their means to reduce the risks of multi-collinearity and entered in sequence within blocks. Variables were selected for inclusion or excluded from the model on the basis of the probability of F (values set at P B 0.5 for inclusion and P C 0.1 for exclusion). When a variable was added to the model, the previous variables selected were re-tested to ensure that they were still contributing significantly to the model. Independent variables and interaction terms were entered in the following blocks;
1. demographics-gender, age and socio-economic status 2. common health problems-number of complaints, extent (frequency*severity), type of complaint (mental health/musculoskeletal/other) 3. threat value-individual and total number of yellow flags, causal attributions (biomedical vs. other) 4. interactions terms to investigate moderating effects of yellow flags-number of CHPs*extent of CHPs, number of CHPs*yellow flags, extent of CHPs*yellow flags.
Results
Demographics
The demographic characteristics of the parent sample used (n = 1000) and the working age adults with common health problems are shown in Table 3 . Significant models emerged for the association between demographics and the total number (F 2,840 = 23.97, P \ 0.001, adjusted R 2 0.052) and the extent of common health problems (F 2,840 = 20.05, P \ 0.001, adjusted R 2 0.043). In both models, independent associations were found for gender (standardised b for number = 0.198 and extent = 0.164, both P \ 0.001) and employment status (standardised b for number = 0.123, extent b = 0.138, both P \ 0.001), while b values were not significant for age or socio-economic status.
The total number of common health problems reported was correlated with general health (r = -0.420, P \ 0.001), happiness (r = -0.319, P \ 0.001), anxiety (r = 0.260, P \ 0.001) and anxiety about health (r = 0.241, P \ 0.001).
Impact of Common Health Problems on Daily Life and Work in Working Age Adults Who Reported CHPs
Over the Last Month 52.5% of the working age adults in this sample had a single common health problem over the last month, while 47.5% had multiple complaints. The mean number of complaints reported was 3.00 (SD 2.5), with headaches (46.7% of the sample), back pain (24.4%), feeling tired/lacking in energy (22.5%), sleep problems (21%), and pain in other joints (17.3%) being the most commonly reported problems.
Yellow Flags and Causal Attributions
The mean number of yellow flags endorsed was 3.02 (SD 2.45). 31.5% of common health problems were attributed to normal life, 19.9% to biomedical, and 12.2% to psychological causes. However, for 40.5% of complaints, the cause was not known. Each of the individual yellow flags items were found to be correlated with interference with daily life and time off work (r ranging from 0. 16 Increasing age and decreasing socio-economic status were independently associated with time off work. However, the demographic variables were not selected in the interference with life model. The extent (frequency*severity) of common health problems was associated with interference with daily life and time off work. Mental health complaints were associated with a higher level of interference with daily life than other types of complaint, but this effect was not seen for time off work. Number of common health problems reported was not selected in either model. Number of yellow flags was independently associated with both interference with daily life and time off work. For interference with daily life, independent effects were also seen for avoidance, it's just part of normal life, and not being able to stop thinking about it. None of the interaction terms were selected in either model.
Discussion
This study set out to investigate the relationship between common health problems, yellow flags, causal attributions, and functioning in a community setting. Common health problems had a high prevalence in this sample (66.4%). The number of complaints reported was greater for women and was associated with subjective reports of general health and well-being, which is consistent with previous research [1, 6, 30] . The extent of common health problems and number of yellow flags were independently associated with time off work and interference with daily life. However, no interaction effects were found, indicating that yellow flags do not moderate (alter the strength or direction) the relationship between common health problems and functioning. Common Health Problems
The findings of this study were largely consistent with previous research in other countries, adding to a growing body of work demonstrating an internationally high prevalence of common health problems in the general population [1, 4, 6, 30] . These complaints are so common that they could be described as endemic. They form a 'background noise' of experiences that are essentially part of normal life, which needs to be considered when new epidemics of functional symptoms or syndromes are reported [1] . They have been found to be common in more primitive societies, suggesting that this is not an 'epidemic' resulting from modern civilization [31] . Nonetheless, for some people these can become chronic and disabling problems that have a significant impact on their quality of life.
The associations between common health problems, gender and employment status found in this study were broadly consistent with previous research [1, 4, 37] . Gender differences in health are widely documented and may be due to a host of factors; disease prevalence rates, hormonal effects on sensitivity, social inequalities between men and women and differences in response styles have all been cited [37, 38] . Long-term sickness absence has been found to be associated with several negative outcomes, including; poorer recovery and rehabilitation, increased risks of poverty, physical and mental health problems, and social exclusion [11] . Strategies for reducing the prevalence and impact of common health problems in these higher risk groups need to be investigated.
While it has previously been suggested that a process of somatisation may be occurring in people with multiple symptoms [6] , it was the extent (i.e. severity and frequency) of complaints, rather than the number of complaints, which was associated with functioning in the present study. Correlations were found between the number of yellow flags and both the number and extent of common health problems, suggesting that there is an association between report of common health problems and the perceived threat value of these complaints. However, in the multivariate analysis, the number of common health problems was not selected in the models for interference with daily life and time off work. The analysis indicated independent associations of both extent of complaints and number of yellow flags, highlighting the need to consider both these dimensions in the management of these complaints. Interference with daily life was reported to be higher for mental health problems than other types of complaint, which was consistent with increasing evidence that these problems place a significant burden on individuals and society worldwide, particularly in middle and high income countries [39, 40] .
Yellow Flags
Rather than being indicative of psychopathology, yellow flags are conceptualised as normal, though potentially maladaptive, responses to symptoms [12] . Yellow flags were commonly reported in this sample. All of the individual items included in the checklist correlated with interference with daily life and time off work (with the exception of getting used to it and time off work). Yellow flags explained an additional 13.7% of the variance in interference with daily life in multivariate analysis. The independent association between yellow flags were time off work was slightly less pronounced, explaining 3.3% of the variance in the model. The total number of yellow flags featured in both models. The individual avoidance, not being able to stop thinking about the complaint, and believing it was part of normal life were associated with interference with daily life independently of the number of flags items endorsed. This is consistent with previous findings that avoidance behaviour, the threat value of pain and attention to pain are particularly important factors in disability [15, 34, 41] .
Causal Attributions
In a clinical setting, biomedical causal attributions are associated with help seeking, psychiatric complaints, and poorer recovery from chronic functional disorders [23, [42] [43] [44] . Biomedical attributions may act as barriers to recovery from such complaints by resulting in persistent ineffective attempts to find a medical 'cure' for subjective complaints, rather than accepting and adjusting to the problem. However, biomedical attributions were not independently associated with functioning in the present study and it may be the assumption that biomedical attributions are more disabling does not necessarily generalise to a community setting.
Beliefs about causality are socially constructed; there is a strong moral dimension to disability, particularly in the context of work and legitimising 'unseen' complaints can be especially problematic [29] . Causal attributions which imply personal vulnerability, weakness, or responsibility can potentially devalue the personal experience of suffering and may attract stigma, disapproval or withdrawal of support from others. Thus, biomedical explanations may be used to legitimise persistent and bothersome complaints. Beyond the realm of chronic functional and somatization disorders, however, knowing that a symptom has a physical cause is not necessarily threatening in itself. In fact, physical causes may be less threatening in some cases; for example, infections can be treated with antibiotics and injuries can heal, but it may be more difficult to resolve ongoing psychological, relational or financial difficulties which impact on well-being. Furthermore, it has been suggested that normal life (or 'normalizing') causal attributions are the 'default' position for symptoms [45] , but the cause of complaints was often unknown in the present study. This suggested uncertainty about-or lack of attention to-the causes of these everyday common complaints in a community setting. The relationship between causal attributions and the threat value of common health problems may be more complex than previously assumed, and this requires further investigation.
Differences Between Interference with Daily Life and Time Off Work
In addition to those previously described, there were a number of differences between the daily life and work models, suggesting that there may be differences in the way that common health problems impact on work absence as opposed to general functioning. Extent of common health problems explained 26% of the interference with daily life, but only 5.3% of the variance in time off work. However, age and socio-economic status explained 12.3% of the variance in time off work, both of which are known to be risk factors for long term incapacity for work [46] . The individual's immediate work environment, the organisation within which they work, as well as wider social and economic factors can play an important role in influencing whether people take sickness absence or attend work when they are unwell (i.e. 'presenteeism') [29, 47] . A broad, multi-dimensional approach is needed in understanding how common health problems impact on work and daily life, which takes account of context socio-economic and occupational context in addition to individual factors.
Limitations
It is important to stress that while the cross-sectional design used in this study was useful in highlighting associations between variables, causality can not be inferred. Longitudinal and/or experimental designs would be needed to elucidate the nature and direction of these relationships. Non-participation and response bias are major challenges in health surveys. To address these important issues, a purposive quota sampling method was employed. However, this was not a probability sampling method and did not allow for calculation of response rates. As the interviews were carried out on-street, the views of people who were severely disabled and unable to leave their homes would not have been captured, potentially resulting in underestimation of the impact of complaints.
Practical Implications
The findings of this study add to a growing body of research highlighting the need for a bio-psychosocial approach to managing common health problems. Difficulty identifying the cause, lack of effective treatments, and mismatches between patient and physician goals and expectations can cause considerable frustration and low satisfaction for patients and health professionals alike [48] [49] [50] [51] . This study demonstrated that common health problems and yellow flags can be briefly and simply assessed in a community setting.
Clinical guidelines exist for general practitioners for identification of yellow flags in musculoskeletal pain [13] , which could be adapted for other common health problems. Public information campaigns founded on clinical guidelines can shift both patient and health professionals' beliefs about the management of common health problems [52] [53] [54] , which could be useful in addressing yellow flags on a broader community level. Nonetheless, it is important to stress that the extent of common health problems was associated with their impact, independently of yellow flags. Whilst identifying beliefs and behaviour that may impede recovery is important, the timely and effective management of the complaint itself is an equally important issue. For example, pain and depression are particularly common and disabling complaints and while effective treatments do exist for these, accessing such treatments can be difficult due to inadequate resources and availability of appropriate services [39, 40] . There is also evidence that work in itself can improve recovery [11] . Placing a greater emphasis on occupational issues in the clinical management of common health problems may have considerable benefits.
Conclusions
There is significant potential to reduce the impact of common health problems in the community by adopting a broader approach to their management, which acknowledges and addresses people's beliefs and emotional responses to their symptoms. While effective treatments exist for common health problems, improving access to these needs to become a higher priority for policy makers. Finally, the relationship between common health problems and work is complex and multi-factorial. Occupational, organisational and wider socio-economic factors need to be considered during the development of interventions where return to work is a desired outcome.
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